Age-related cataract accounts for approximately 50% of blindness in Africa, affecting an estimated 3.5 million people. 1 It is common practice in many African blindness prevention programmes to implant a standard power intraocular lens (IOL); however, in developed countries the calculation of the IOL power is now routine ophthalmological practice. We looked at the refractive outcome following the implantation of a standard power lens in Zulu patients.
Methods
A total of 100 patients had intracapsular cataract extraction (ICCE) with implantation of a 17.5D (A constant 114.5) anterior chamber intraocular lens (AC IOL), and a 100 patients had extracapsular cataract extraction (ECCE) with implantation of a 22 D (A constant 118.5) posterior intraocular lens (PC IOL). Using the SRK II regression formula, lens powers were anticipated to give a postoperative refraction in the AC IOL group of À1.36 D and in the PC IOL group of À1.76 D, according to measurements in an average Caucasian eye. All surgery was carried out using a standard limbal-based incision, and closed with sutures.
Postoperatively patients were offered an incentive for reattendance. The refraction was measured on a Topcon RM-A6000 autorefractometer after 8 weeks and after 6 months. Sutures were removed at 8 weeks to adjust the refraction if more than 2 D with the rule astigmatism was present. The spherical equivalent of the 6 month refraction was calculated.
Refractive
Results
The refraction was measured in 103 patients who were seen at 6 months.
Discussion
Our study shows a spread of patients similar to that found in Eritrea and East Africa (Table 1 ). In Eritrea they found that use of a standard 22 D lens should result in 48% of patients being within 71 D of emmatropia and 73% of patients within 72 D of emmatropia. 2 In East Africa without biometry and a 20-22 D lens (depending on availability), they found that 45% of patients were within 71 D of emmatropia and 77% of patients were within 72 D of emmatropia. 3 What the above fails to emphasize is how many people are being left with large refractive errors (Zþ2.00 D; rÀ3.00 D). In total, 17 (16.5%) of our patients fell within this category. By WHO definitions these patients will be either visually impaired (o6/60) or functionally blind (o3/60). 4 Routine biometry requires time, trained personnel, expensive equipment, and large stocks of different power lenses. However, it has been shown that doing it significantly lowers the risk of large spherical errors and therefore reduces the numbers of patients made visually impaired or blind by virtue of cataract surgery. 2 There is also a hyperopic shift to emmetropia from an anticipated refraction of approximately À1.5 D. This is most probably because of ethnic differences in biometric parameters and emphasizes the point that biometric parameters should be established for the target populations.
Do the benefits of biometry justify the means in developing countries? Within our parameters, 17% of individuals are left with refractive errors rÀ3.00 D or Clearly, the first would be the preferred option; however, because of the reasons listed above it may not be practical or appropriate in every setting.
